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A rare pediatric case of pancre-
atic  tuberculosis with veinous
thrombosis
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Pancreatic  tuberculosis  is  rare,  even  in  endemic
countries. It  may  be  isolated  or  associated  with  other  tho-
racic or  abdominal  locations.  The  diagnosis  is  difﬁcult  in
case of  primary  impairment.  The  disease  is  suggested  by  a
set of  epidemiological,  biological  and  morphological  argu-
ments. Bacteriology  conﬁrms  it.  Imaging  plays  a  major  role
in the  positive  diagnosis  as  well  as  in  the  monitoring,  and
therefore, in  the  screening  of  complications,  recurrences
and relapses.
Case  report
An 11  year-old  boy,  without  speciﬁc  antecedents,  con-
sulted the  emergency  department  for  vomiting  and  intense
epigrastralgia resisting  treatment.  Questioning  revealed
unmeasured weight  loss,  fever  and  night  sweats.  The  clin-
ical examination  found  a  child  suffering  from  cachexia
with ashen  features,  38 ◦C  fever,  abdominal  distension  and
epigastric distress.  The  lab  tests  detected  hypochromic
anaemia at  9.6  g/dL,  moderate  hyperleukocytosis  at
12 000  WBC/mm3,  a  biological  inﬂammatory  syndrome  with
an increase  in  lipasaemia  at  180  U/L.  The  serology  was  neg-
ative, in  particular  for  HIV.  The  CT  scan  of  the  abdomen  and
pelvis, without  and  with  injection,  detected  the  presence
Figure 1. Abdominal CT scan in axial sections with IV injection of iodin
left psoas lesions (b) with peritoneal effusion and mesenteric vein and v
v
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http://dx.doi.org/10.1016/j.diii.2013.12.022f  multiple,  well  deﬁned,  round  cystic  lesions,  slightly
nhanced in  the  periphery  of  the  body  of  the  pancreas
s well  as  retropancreatic.  There  was  also  a collection  of
he same  type  of  ﬂuid  at  the  left  psoas  muscle  (Fig.  1a).
xtensive thrombosis  of  the  lower  vena  cava  and  upper
esenteric vein  (Fig.  1b)  was  associated,  as  well  as  highly
bundant peritoneal  effusion.  Adenopathy  and  gastric  thick-
ning were  not  noted.  The  imaging  suggested  infectious
mpairment. Exploration  by  coelioscopy  with  bacteriological
tudy revealed  Mycobacterium  tuberculosis  in  the  samples.
nti-bacillar treatment  was  then  prescribed.  A  sharp  regres-
ion in  the  effusion,  pancreatic  collections  as  well  as  vena
ava thrombosis  was  noted  during  the  CT  scan  controls
Fig. 2).
iscussion
uberculosis  of  the  pancreas  by  Mycobacterium  is  rare  even
n zones  of  epidemic  tuberculosis.  The  incidence  of  pan-
reatic tuberculosis  accounts  for  only  4.7%  of  all  locations
1]. The  rarity  of  pancreatic  tuberculosis  is  due  to  the
nti-bacillus action  of  the  pancreatic  secretions.  Several
ypotheses have  been  raised  to  account  for  the  mech-
nism of  pancreatic  impairment.  The  idea  of  an  initial
eri-pancreatic lymph  node  seat  has  been  proposed.  Cer-
ain authors  consider  that  the  impairment  is  secondary  to  a
acillary reactivation  within  a  context  of  immunosupressione contrast agent: peri-pancreatic, corporeal cystic lesions (a) and
ena cava thrombosis.
The clinical  symptoms  of  pancreatic  tuberculosis  are  not
ery speciﬁc.  Epigastralgia  with  weight  loss,  fever  and  night
weats are  the  most  common  signs.  Although  the  imaging  of
. Published by Elsevier Masson SAS. All rights reserved.
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Figure 2. Control abdominal CT scan in coronal reconstruction
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[ith IV injection of iodine contrast agent: regression of the perit-
neal  effusion, corporeo-pancreatic collections, collection of the
eft  psoas as well as the mesenteric vein and vena cava thrombosis.
ancreatic  tuberculosis  is  mainly  based  on  the  CT  scan,  the
nitial diagnosis  is  often  made  by  sonography.  It  is  indicated
n the  paediatric  population  for  the  diagnosis  and  well  as  the
onitoring due  to  its  performance  and  its  non-irradiating
ature. The  diagnosis  is  of  variable  difﬁculty  depending  on
hether the  pancreatic  impairment  is  isolated  or  associ-
ted with  other  locations.  The  lesional  aspects  vary.  The
mpairment may  be  focal,  revealed  by  a  hypodense  mass
ith irregular  margins  slightly  enhanced  in  the  periphery,
enerally at  the  head  of  the  pancreas.  This  isolated  form
as a  pseudo-tumoral  or  even  pseudo-malignant  appearance
3,4]. The  lack  of  repercussions  on  the  biliopancreatic  sys-
em should  draw  attention.  Diffuse  pancreatic  tuberculosis,
ore rare,  is  revealed  by  heterogeneous  swelling  of  the
land responsible  for  the  narrowing  of  the  main  pancreatic
uct. The  repercussion  on  the  biliopancreatic  ducts  is  better
tudied by  the  bili-MRI.  The  diffuse  form  is  often  compli-
ated by  peri-glandular  collections  and  venous  thromboses.
lthough thrombosis  of  the  mesenteric  vein  is  a  known
omplication of  pancreatitis,  that  of  the  lower  vena  cava
s exceptional  [5].  The  main  differential  diagnosis  is  repre-
ented by  simple  pancreatitis  complicated  by  false  cysts.
he association  with  necrotic  peri-pancreatic  adenopathies
s of  great  value  in  orienting  the  diagnosis  to  a  tubercular
rigin [5].Letter
The  conﬁrmation  of  tuberculosis  involves  taking  bacteri-
logical samples  by  ﬁne-needle  cytopuncture  or  exploratory
oelioscopy, followed  by  PCR  and  culture  in  speciﬁc  media
6].
The treatment  is  based  on  the  regular  administration  of
eputedly toxic  anti-bacillary  agents,  with  close  clinical-
adiological monitoring  in  order  to  assess  the  therapeutic
esponse and  detect  the  mainly  local,  complications  mainly
epresented by  ﬁstulae  [1—6].  In  the  paediatric  popula-
ion, sonography  is  the  choice  technique  to  monitor  these
atients. Non-consensual,  the  rhythm  of  monitoring  should
e adapted  to  the  severity  of  the  lesions  and  the  evolu-
ion.
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